
Team Care Provider Referral Fax Form 
 
 
Montana DPHHS    Provider:   ______________ 
Managed Care Bureau   Medicaid #: ______________ 
Fax to:  (406) 444-1861   Phone:  ______________ 
Phone:  (406) 444-1518   Fax:  ______________ 
 
Please provide the following patient data when making referrals into the Team Care 
Program. 
 
1) Patient name:   __________________ 

Medicaid ID #:   __________________ 
Date of Birth:    __________________ 

 
Reason for referral:   
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
 
2) Patient name:   __________________ 

Medicaid ID #:   __________________ 
Date of Birth:    __________________ 

 
Reason for referral:   
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
 
3) Patient name:   _________________ 

Medicaid ID #:   _________________ 
Date of Birth:    _________________ 
 

Reason for referral:   
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
 
Signed:  ______________________ Date:  ________________________ 
 
Thank you!  Your involvement is crucial for the creation of a successful program, 
and enables us to better focus our client education efforts.    
   
CONFIDENTIALITY NOTICE:  This fax is for the sole use of the intended recipient and 
contains confidential information.  Any unauthorized review, use, disclosure, or 
distribution is prohibited.  If you are not the intended recipient, please contact the 
sender and destroy all copies of this fax. 


	Team Care Provider Referral Fax Form

